Rectal bleeding seen after a transrectal ultrasound-guided prostate biopsy is often mild and self-limiting. We report a rare case of delayed massive rectal bleeding, post transrectal ultrasound-guided biopsy, in a man in active surveillance for prostate carcinoma, without risk factors for bleeding.
INTRODUCTION
Transrectal ultrasound-guided prostate biopsy (TRUS-Bx) is the gold standard for diagnosis of prostate carcinoma (PCa). Although the procedure is generally safe and well tolerated, complications can occur in a small number of cases. According to EAU guidelines, the most common biopsyrelated complications are haematospermia in the 37.4% of cases, haematuria in the 14.5 %, rectal bleeding in the 2.2 % and prostatitis in the 1 % of cases.
Post-biopsy complications that require hospitalization are rare (0.3%) [1] . We report a rare case of a massive late rectalbleeding, after TRUS-Bx, in a patient on active surveillance (AS) for PCa.
CASE REPORT
A 63-year-old male on AS with no previous medical conditions in anamnesis, except for a Pca diagnosed one year before. The cancer was located on the left side of the prostate apex, Gleason Score of 6, the last Prostate Specific Antigen was 7 ng\ml and negative digital rectal examination. Prostate volume was 40 ml. The patient underwent the first biopsy session one year ago, without complications. The patient did not use anticoagulants (NOACs) or antiplatelets and did not have any coagulation mechanism deficiencies in anamnesis.
Before the TRUS-Bx, the operator performed a local anaesthesia with an intra-rectal injection of 22 ml of Lidocaina 2% on either side of the gland apex between the planes of Denonvilliers' fascia, bathing the posterior surface of the gland from the base up to the seminal vesicles. A saturation biopsy was performed (20-cores) with an 18-gauge needle afterwards. At the end of the procedure, there was no rectal bleeding or other complications and the patient was discharged. Six days later the man was referred to the emergency department for a massive rectal bleeding and hemodynamic instability. The haemoglobin was found to have decreased from the pre-procedural level of 14,4 g\dl to 11 g\dl. The platelet, prothrombin time (PT) and thromboplastin time (PTT) were found within their normal ranges. The patient received a transfusion with 4 units of packed blood cells and a colonoscopy was performed without success because the massive bleeding and clots didn't allow the identification of the lesion. A contrast-enhanced abdominal (CT) showed active bleeding in the posterior and right wall of the distal rectum ( Fig.1) and an angiography was subsequently proposed. A selective angiogram of the inferior mesenteric didn't reveal any bleeding, however, a selective catheterization of the internal iliac arteries showed bleeding from a branch of the right internal pudendal artery (Fig. 2) .
DISCUSSION
Most of the haemorrhagic complications after TRUSBx occur a few days after the procedure and are selflimiting. We report the first case of a massive rectal bleeding which occurred six days after the procedure and required hospitalization in a patient with no risk factors. Also, the rectal venous plexus in the submucosal space of this region is dense and can frequently cause bleeding. In our review of the literature, we found a case of massive rectal haemorrhage in a patient with a haemorrhoid that had been punctured in the course of TRUS-Bx [2] . In patients with haemorrhoids, the above-mentioned plexus may be substantially dilated, increasing the theoretical risk of puncture or shearing during a TRUS-Bx [3] . In our case, the patient had no history of perianal pathology. By literature, post-biopsy bleeding can involve the superior and middle rectal arteries. [4 ] . In our case, a branch of the right internal pudendal artery was the source of bleeding. According to recent studies, stopping aspirin (ASA) may be unnecessary, as it does not increase the incidence or severity of bleeding complications. However, ASA may prolong the duration of self-limiting hematuria and rectal bleeding [5] . In a review paper by the American Urological Association, the authors recommend continuing ASA for patients with moderate/high thromboembolic risks, because an uninterrupted use of ASA does not increase the risk of rectal bleeding after TRUS-bx [6] [7] . Similar trends demonstrating no increased risk of bleeding have been noted in evaluating the safety of continuing anticoagulants during biopsy.
Halliwell et al. contend that the theoretical risk of a lifethreatening bleeding complication in the patient group taking Warfarin is outweighed by the risk of cardioand cerebrovascular accidents with the cessation of the drugs [8] [9] . Little has yet been reported on the effect of NOACs on prostate biopsy bleeding rates; Van Agt et All suggest to discontinue NOACs five days pre-biopsy, bridging with therapeutic heparin and then restarting the NOAC 6-8 hours after biopsy in the absence of important bleeding [10] . In our case, NOACs are not to be held responsible for the bleeding, therefore we can assume that the mechanism involved a direct arterial injury rather than a coagulation mechanism deficiency. According to the literature, the incidence of rectal bleeding following TRUS-Bx varies from 1.3% to 58.6%, with a statistically significant positive correlation to the number of core samples obtained. Studies reported an increasing prevalence of rectal bleeding with 6-, 8-and 12-core biopsies at a rate of 17%, 26% and 27%, respectively. The duration of the bleeding was not significantly altered and a subgroup analysis revealed no significant increase in prevalence and duration of rectal bleeding when the biopsies were performed with local anaesthetic injections before the procedure [11-12-13] .
We found in literature only few cases of rectal bleeding treated with embolization. The superior rectal artery was the source of bleeding in the one of these, believed to be the first reported case of severe rectal bleeding following TRUS-Bx, effectively managed by angiographic therapy [14] [15] [16] [17] [18] [19] [20] . 
CONCLUSION
Major rectal bleeding post-TRUS-Bx is a rare occurrence. Even if this complication does not occur immediately after the procedure, there might be delayed bleeding, requiring immediate treatment. The patient should be informed about this possibility, even in the absence of risk factors. The management of this complication must be treated with a multidisciplinary approach with urologists, anesthesiologists and radiologists.
